BPR is an approach in which academic faculty and community members work collaboratively throughout the research process with the understanding that the most effective method of improving health in communities is to engage the community as a collaborator in the research process.
two academic partners) selected 19 CARES Fellows to participate in the training program. The majority of fellows were members of community-based organizations and community health workers. 9 Results suggest that the training increased research literacy, prepared community members for collaborative work with academic researchers, and empowered them to utilize scientific research methods to examine and address health disparities in their communities. Information about the CARES training is presented elsewhere. 9, 10 A crucial measure of the training's success was the fellows' ability to develop their own pilot projects. Fellows who completed the training program were eligible to apply for CBPR pilot project grants in collaboration with academic faculty to address health disparities in their community. This grant writing process provided a unique opportunity for fellows to demonstrate their understanding of research concepts and apply new research skills. 9 The BCHA is a CBPR pilot project developed by four of their income and these neighborhoods tend to have higher poverty rates, lower median income, poorer schools, older housing stock, and lower home ownership rates. County has low unemployment (6%) and uninsured (10%)
rates, compared with that of Brentwood where there is 9% unemployment and 24% are uninsured ( Table 1 ).
The built environment of Brentwood is greatly influenced by geographic location and income. However, this community possesses strengths (e.g., social networks, community-based assets, solid partnerships) that serve as beacons of hope.
Eliminating disparities requires community support and comprehensive, multilevel, culturally appropriate strategies. 12 We describe the community-academic partnered process used to develop and implement the BCHA and report the assessment findings.
Methods
LHISC recruited data collectors through social networks, flyers distributed at community events, and postings on public community bulletin boards, community-based organization, and university websites. Participants were asked if they were employed (yes/no).
Those who reported working were asked about type of employment (full time, part time, per diem, contract) and were asked to report information for up to three jobs if they had more than one place or type of employment. Participants were asked their income for the last year (in $10,000 categories ranging from less than $9,999 to $75,000 or more) and whether they currently have health insurance (private, public, uninsured).
Personal and Family history of disease
Participants were asked if they had ever been diagnosed with or had a family history of asthma, diabetes, cancer, heart Spring 2014
disease, Alzheimer's/dementia, anxiety, depression, stroke, arthritis, or hypertension; indicator variables were created for each outcome.
health Care Utilization and Barriers to Care demographic Characteristics of the study sample
Of the 232 participants who completed surveys, 49% were male, 66% were Hispanic, 13% were non-Hispanic White (White), and 13% were non-Hispanic Black (Black). In addition, 29% had less than a high school education, 27% had a high school education or GED, and 44% had some college or more education. Of participants, 33% were born in the United
States, 67% were born in 26 other countries, with the greatest percentage of these respondents born in El Salvador (28%); 51% reported Spanish as main language, 4% were bilingual English/Spanish. Thirty-one percent were unemployed, 37%
had income of less than $20,000, and 30% did not have any health insurance. The majority of respondents (56%) were between 36 and64 years of age; approximately 30% of respondents were between 18 and 35 years of age, and 14% were 65 years or older ( Table 1 ).
The sample demographics are similar to hamlet of Brentwood with respect to gender, ethnicity, education, and age. However, our sample contained greater proportions of respondents who were born outside of the United States, speak English as a main language, uninsured, and unemployed ( 
Chronic disease Prevalence and Family history of Chronic disease
The most prevalent chronic diseases among survey respondents were diabetes (13%) and hypertension (13%);
7% reported diagnosis of asthma, 3% cancer, 4% heart disease, and 7% reported an arthritis diagnosis. More than one quarter of respondents (27%) reported a family history of diabetes, 15% reported family history of asthma, 20% cancer, 12%
heart disease, 7% arthritis, and 18% reported family history of hypertension (Table 2) .
health Care Utilization
Among females, 64% reported having a pap smear test within the last 12 months and among those over age 45, 70%
reported having a mammogram within the last 12 months.
Among men over age 45, 31% reported having a prostate screening within the last 12 months. Fewer than one quarter of respondents (21%) reported one ER visit in the past 12 months and 9% reported two or more ER visits during the past 12 months. The majority (73%) of respondents reported having a primary care provider (Table 2) .
Respondents who reported income of less than $19,999
annually were more likely to have visited the ER two or more times in the last 12 months (19%) compared with those in the $20,000 to 39,000 income group (4%) and the $40,000 or higher income group (2%). Unemployed respondents were more likely to report two or more visits to the ER in the past 12 months (16%) compared with employed respondents (6%; p = 0.01; Table 3 ).
There is a significant trend (p < 0.01) between age and having a primary care provider; older age groups had higher proportions of respondents with a primary care provider, 94% for those in the 65 and older group, 81% for the 46 to 64 age group, 68% for 36 to 45 age group, 66% for the 26 to 35 age group, and 41% for the 18 to 25 age group. There was also a significant trend between income and percentage of Table 3 ).
Barriers to health Care
Of the 230 respondents to the question, "Was there a time during the last 12 months when anyone in your family needed to buy prescription drugs, but could not because of the cost?", 64 (28%) replied "yes" ( "I am afraid of needles," 5 (2%) reported "I am afraid they will find something wrong with my health," 3 (1%) reported "no one to watch my kids," 18 (8%) reported "hard to get time off work," 6 (3%) reported "they do not speak my language," 20 (9%) reported "lack of transportation," 11 (5%) reported "lack of insurance," 4 (2%) reported "busy, lazy, don't want to go," 4 (2%) reported "the waiting time is too long" and 6 (3%) reported other reasons (Figure 1 ).
There were significant age (p < 0.01) and racial/ethnic (p < 0.05) differences in the proportion of respondents who reported "costs too much" as a barrier: 10% of Whites, 17%
of Blacks, 31% of Hispanics, and 37% of the other race group (37%). The 26 to 35 age group had the highest percent (43%), and the 65 and older group had the lowest percent (6%) of respondents to report "costs too much" as a barrier to medical care. A larger proportion of those born outside of the United 
Figure 1. Barriers to Obtaining Medical Care
States (33%), compared with born in the United States (16%; p < 0.01), and those who reported lower incomes (31% for less than $19,999, 38% for $20,000 to $39,999, 12% for income $40,000 or higher; p<0.01) reported this barrier (Table 4) .
Insurance status
There were significant differences in insurance status by age (p < 0.01), race/ethnicity (p < 0.01), income (p < 0.01), education level (p < 0.05), country of birth (p < 0.01), main language spoken (p < 0.01), and English proficiency (p < 0.01).
Hispanics (38%) reported higher uninsured rates than Whites Respondents who reported not being able to speak English (60%) and those who reported an inability to write in English (55%) were more likely to be uninsured compared with those who reported English speaking (24%) and writing (25%)
proficiency. The majority (57%) of respondents that reported the inability to read English were uninsured compared with fewer than one quarter of those (24%) with English reading proficiency ( Table 4) . Similar to urban areas of the United States, suburban communities are experiencing alarming disparities in health by race and ethnicity. Some of these health inequalities may be attributed to residential segregation, which in many cases means differences in the physical, built, and social environments in communities based on the racial composition of residents. [14] [15] [16] [17] Residential segregation shapes socioeconomic conditions not only at the individual and household levels, but also at the neighborhood and community levels. 18 Segregation is more than just physical isolation of people; it is isolation from opportunity or opportunity structures 11 and growing evidence demonstrates its contribution to racial and ethnic health disparities. 
strengths and limitations
The community-academic partnership that worked on the BCHA was developed 5 years before CARES. LHISC and the academic partners have been engaged in multiple community-based health improvement initiatives including mini-summits on minority health, the Suffolk County Minority Health Action, and community health fairs. 27 The communityacademic research partnership that developed during CARES naturally extended an existing relationship. This study is subject to the limitations of all survey data and pilot studies, namely issues with sample size, limited resources, and generalizability of results. We were able to detect significant differences in health care utilization and barriers to health care access by demographic sample characteristics despite the pilot sample size (n = 232). Despite these limitations, we believe the use of CBPR and findings from BCHA were important to disseminate to both community and academic audiences.
